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F 000 | INITIAL COMMENTS | F 000
C/O #26200, #26203, #2 | 232, #26779, #26871,
#26879, 27171, #27223, #27253, #27271,
#27297 and #27531 were investigated February Tk il
7-22, 2011, at Norris H and Rehabilitation T
Center. No deficiencies were cited for C/O
#26200, #26203, #26232,#26779. R e A e ACTION
A facility must use the re { Its of the assessment DEFICIERCT ERACKICE?
to develop, review and revise the resident’s Resident #6 Care Pl
: ! Plan updated by the
comprehensive plan of ca?ke' DON to reflect the skin ¢ondition on
The facllity must develop comprehensive care AR
plan for each resident thag includes measurable G _ ,
| objectives and timetables to meet a resident's &Zﬂﬂﬁnﬁn‘; Cfr' teoplag wf:hup; "HEd by |
medical, nursing, and meijtal and psychosocial el gerto retlect the falls on
needs that are identified if) the comprehensive
assessment ' | HOW WILL THE FACILITY ‘
The care plan must describe the services that are $F3%IF Y %‘;ER RESIDENT $
to be furnished to attain off maintain the resident's el G T i ;’gENTML TO BE
highest practicable physichl, mental, and 31:14151?1) B E SAME
psychosocial well-being a4 required under EFICTENT PRACTICE? :
§483.25; and any servlceﬂthat would otherwise , _ ;
be required under §483.2% but are not provided All current residents received ahead to |
due to the resident's exerdise of rights under toc skin assessment on 2/28/by the r
§483.10, including the right to refuse treatment g licensed nurses working his day and the |
under §483.10(b){4). . DON, Unit Managers and no new non- | !
! identified skin issues were identified. The|
: residents with previously identified skin |
This REQUIREMENT is ot met as evidenced issueg hnd e Medieal regord reviewto. |
by: ] I determine if a Care Plan was in place.
Based on medical record ieview, facility policy i , 5 &
review, observation and inferview, the facility All residents who experienced a fall since |
failed to update the care plan for one resident 3/1/11 were reviewed’by the DONto |
(#8) with a wound and ond resident with falls determine if a care plan for accidents and 1
(#14) of twenty-two residehts reviewed. : prevention efforts was in place. |
MOMTORWR PROVIDER/SUPHLIER REPRESENTATIVE'S SIGNATURE TITLE X6) DATE
T N . af1g]i

Any deficiency statement andim an asterfsk (%) denofes a doeflgiancy which the Institution may be axcused from correcting providing it is determined that
other safeguards provide sufficient protaction th the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a pll
days following the date these documents are
program participation. |

n of corraction is provided. For nursing homas, the above findings and plans of correction ara disclosable 14
de avallable to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued
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Seizure Disorder and Pelipheral Vascular
Disorder. Medical record review of the Minimum
Data Set (MDS) dated Citober 28, 2010,
revealed the resident had short and long-term
merory problems and sdverely impaired
decision-making skills; whs totally dependent on
staff for all activities of ddily living; and had no
ulcers, wounds or other fkin problems.

Medical record review of the care plan revealed
no documentation the regident had any lower
extremity ulcers.

Review of the facility's pdllicy for skin
management revealed, *|...Lower extremity ulcers
...3. Care Plan is updated to reflect the new
problem and interventiorfs with evaluation and
revision documented on &n ongoing basis ..."

Observation on Februa;yi?, 2011, at 10:35 a.m.,

revealed the resident was positioned in a reclined
geri chair with a gauze bandage on the right iower
leg.

Observation and interview on February 7, 2011,
at 11:00 a.m., with the Registered Nurse (RN)
#1/Treatment Nurse confirmed the size of wound
was 1.5 cm (centimeters) X (by) 1.2 cm and had
a "slight raised center" with a small amount of
serosanguineous (serumand blood) drainage.,

Medical record review arid interview with the .-
Director of Nursing on February 8, 2011, at 3:30 II

| PROVIDER'S PLAN OF CORRECTION (X5)
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D L E AN
ENCY MUST|BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE A
v R(Eggfl‘_‘ﬂ?r%g?rl OR LSC IRENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
TAG : DEFICIENCY)
!
F 279 | Continued From page 1 F 279
| ;
The findings included: WHAT MEASURES WILL BE PUT
INTO PLACE OR SYSTEMIC
Resident #6 was admitted] to the facility on March CHANGES MADE TO ENSURE
14, 2006, with diagnoses|including Severe THAT THE DEFICIENT PRACTICE
Dementia, Alzheimer's Disease, Hypertension, WILL NOT RECUR?

FORM CMS-2567(02-89) Previous Versiona Dbac!a;:;a

Event ID:CY0311

Faglity ID; TND103

Licensed Nurses were in-servieed on
3/11/11 addressing by the SDC regarding:
A) weekly skin check and Care plan need
for identified wounds. B) Addressing the
need to update the care plan for falls and
incorporating new interventions for cach |
fall. (3 PRN nurses are left for in-
servicing- they will not be allowed to
work until in-service is completed)

Clinical leadership (DON, Unit Managers)'

were in-serviced on 3/18/11by the Admin, 1

and SDC regarding updating care plans to |

include safety devices and Post fall
interventions as well as Care Plans for | |
skin impairments,

A weekly wound report is developed
utilizing the weekly skin ehecks and
weekly wound measurements and
assessment forms. This report will be
used by the DON, Unit managers to audit
the medical records of 3 random charts
weekly for 4 weeks then monthly time 3
months to determine if the Care Plans are.
in place. i

1
The facility will conduct a weekly Action
Team Meeting to revicw Incidents and |
Accidents and during this process is

completed to determine if the care plans
are in place,

If continuation sheet Paﬁa 2 ofi28
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Continued From page zl

p.m., in the Social Worker's office confirmed the
care plan had not been iipdated to reflect the
wound on the right lowet leg or interventions
related to the wound.

Resident #14 was admifted to the facility on May
27, 2010, with diagnose including Dementia,
Gastrointestinal Reflux [Hisease and Fractured
Hip with Left Heml-Arthrpplasty. Medical record
review of the MDS dated December 7, 2010,
revealed the resident hel no impairment of
decision-making skills; i
assistance with bed moldility, transfers and
ambulation; was unsteatly when moving from a
seated to a standing podition, ambulating, moving |
an and off the toilet and fransferring between the
bed and chair; was incoftinent 6f bowel and
bladder; and had a histaly of falls in the prior one
to six months prior to admission.

Medical record review of the "Fall Risk"

assessments dated May; 27, June 3, September
7, and December 7, 201l , revealed the resident
was at high risk for falls!

Review of a "Change of{Condition” dated
December 12, 2010, revealed, " ...Heard clip
alarm. Found resident ih floor sitting up beside
bed ...no injuries noted J." Review of the facility's
"Interdisciplinary Post Fill Review" dated
December 12, 2010, revealed, " ...Had slid off
...bed ...will apply bolsters as long as air mattress
in use ...Intervention Reommendations: ...clip
alarm ..." !

Medical record review of the care plan dated
December 7, 2010, revaaled the care plan had
not been updated to Include a clip alarm as an
Intervention to reduce tﬁte risk of falls.

F 279

L — — T Rttt e

HOW WILL THE FACILITY |
MONJTOR IT$ CORRECTIVE

ACTIONS TO ENSURE THAT THE |
DEFICTENT PRACTICE WILL NOT |
RECUR? -

The DON or Unit Managers to determine !
if the system is working will review |
results of the weekly random audits of |
Wounds and Tncidents, If issues are ;
identified then modification will be made
via the QAA committee. The QAA
committee will review these audits
monthly for 4 months.
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Continued From page 3

revealed, " ...The IDT (Interdisciplinary Team)
then madifies and implentents a Care Plan and
treatment approach to mifiimize repeat falls. The
Care Plan will be reviewell/revised as indicated
...If a Fall Care Plan is not current, arrange to
have it updated ..."

Review of the facility's p:l%cy for fall management

\E

Observation and interview on February 15, 2011,
at 9:25 a.m., with LPN #‘ﬂtconﬁmed the clip
alarm was not attached to the resident.

Observation and intervie\i on February 16, 2011,
at 1:23 p.m., with RN #2/3taff Development
Coordinator confirmed the ¢lip alarm was not

attached to the resident. ‘

Medical recard review ang interview with LPN
#1/Unit Manager, on Febfuary 15, 2011, at 9:30
a.m., confirmed the care plan had not been
updated to include the clip alarm as an
intervention to reduce the|risk of falls.

C/O $26879 _
483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services pravided or' rranged by the facility
must meet professional siandards of quality.

This REQUIREMENT is hot met as evidenced
by: .

Based on medical recordjreview and interview,
the facility failed to provide written medical
informatlon to the hospita) to which one resident
(#9) was transferred of twenty-iwo residents
reviewed. !
|
J

F 279

F 281

¥281

HOW WILL CORRECTIVE ACTION
BE ACCOMPLISHED FOR THOSE
RESIDENTS FOUND TO HAVE

BEEN AFFECTED BY THE
DEFICIENCT PRACTICE?

Resident # 9 was discharged from the
facility due to behavior issues and was
escorted via the Police department. No
further interventions can be made at this

time for this resident.

Bzl
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The findings included: IDENTIFY OTHER RESIDENTS
) TO BE
Resident #0 was admittdd to the facility on Eg;’égggg‘g %gﬁ]ﬁ
October 14, 2010, with diagnosis of Traumatic DEFICIENT PRACTICE?

Brain Injury related to a otor vehicle accident.
Medical record review oj the Minimum Data Set
dated October 21, 2010 revealed the resident
had impaired cognitive skills and memory
problems; required limitéd assistance with
transfers, ambulation inithe room and hallways,
and used a walker for mpbbility.

Medical record review of Social Worker
documentation dated Ndvember 2010, revealed
the following: November| 3-"Room (changed due
to) resident behaviors (with) roommate, plans and
goals discussed info to {Rehabilitation Hospital)
for possible admission.\.i;; November 8-"(Mental
health) order to eval (evialuate)...psychosis
management of bipolar -

disorder...behavioral/mood issues..."; November

A record review by the DON of the |]
transfers since 3/1/11 to acute care :
facilities was reviewed to determine if |
transfer information, medical information |
was sent with the resident. _ :
All transfers had appropriate infofmation ;
sent with the resident.

WHAT MEASURES WILL BE PUT
INTO PLACE OR SYSTEMIC
CHANGES MADE TO ENSURE
THAT THE DEFICIENT PRACTICE .
WILL NOT RECUR?

The Licensed Nurses were in-serviced by

7-"Room (change)...DfTeratic behavior "standing

over roommate yelling...

" November

16-"(Rehabilltation hospjtal) denied transfer to
their unit..."; November 7-"Spoke (with)
son...resident (not) apprppriate for this
environment...”; November 17-"Faxed info
(information) to (acute chre hospital #1) for

behaviors...(no) beds a

llable..."; November

17-"Info faxed to (behavior unit)...”; November
19~ "(Increased) behavidr mood

#2) for eval..." and November 19- "Resident

(change)...Order...to segd to (acute care hospital

returned 11-19-10 to fadility from hosp (hospital)
eval. Will continue to tr;ll et (and) find placement
more suitable, Staff mohitors resident’s

whereabouts, has wand
risk of elopement..." |

r guard on d/t (due to)

the SDC on 3/11/11 regarding the ;
necessary documentation for all transfers
including transfer form, Orders and
History and Physical.

DON or Unit Managers will audit upto 5
transfers cach week times 4 weeks then
monthly times 3 months to determine if [
the appropriate transfer information was ,
sent.
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| (mental health institute)

| facility)..."; and Decem

dated November 30, 2010, revealed, "Send...to
(hospital)...to evaluate fdr medical clearance for
cause pt. (patient) is a
threat to others-pt. can ot remain in (facility)
because we can not meit...needs." Medical
record review revealed ﬁre resident was
transferred to the hospitél and returned to the
facility on November 30,2010.

|

Medical record review ofj a physician's order
0
4:;

Medical record review of documentation by the
Social Worker dated Detember 2010, revealed
the following: December 14, at 1:35 p.m.-"Called
son...again re(regarding) DC (discharge) to his
care. Son very aggravated at health
system...informed son résident DC'd (discharged)
at 12 pm...Son needs to|pick pt up now...has
been discharged with lefigthy notice. Son very

verbally abusive, using pirofanity. SS (Social

Services) informed son bt (patient) is now being
aggressive, wandering @nd potential for
combativeness in facility,..must come et
pick...up..."; December {14, -"SS called 911...to
remove resident to hospital D/T agitation,
combative actions ef hahering in hallways...";
December 14, at 5:30 plm.-"...removed from
facility vla hand-cuffs (with) assist of two officers.
Report called to (hospital #2)...very combative,
belligerent...unstable acfions...Informed (hospital
staff) pt. can not return o facility...", December
15-"Resident was refurried to (facility) on
December 12/14/10..."; | December 15, at 2:15
p.m.~"Info faxed to (anogher long-term-care
r 15, at 8:25 p.m.~"Info
faxed to (another facility)...” Continued review of
Social Warker notes reviealed the following:
December 18, at 3:00 pjm.-"...wandering
throughout facility becoining increasing agitated.
Staff 1:1 (one-on-one) dontinuously due to

|

]

“committee for review. If identified issucs

(X4 1D SUMMARY STATEMENIT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (48)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX *(EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
|| DEFICIENCY)
F 281 | Continued From page 5 F 281 HOW WILL THE FACIITY ——
MONITOR ITS CORRECTIVE

ACTIONS TO ENSURE THAT THE
DEFICIENT PRACTICE WILL NO
RECUR? :

Results of the random transfer audit will |’
be presented to the monthly QAA

are determined then adjustments to the
plan of correction will be made.

QAA committee will monitor this for 4

months or longer depending if this plan is
suocessful,

FORM CMS-2567(02-99) Previous Verslons Obsoleto
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aggression. Very bellige
sporadically at others callising more disruption...";
3:15 p.m,, "Called 911 fdr assistance et removal
of pt. Unable to meet néeds et safety of seif et
others. Moods et behaﬁors uncontrollable.

ent, hollering out

Officers arrived at facility (...5 officers) for
removal. Called (hospital #3) to inform of
removal from facility due to aggressive
behaviors...spoke with charge nurse...gave report
of...aggressiveness, a harm to self et others, poor
family support, abusive behavior. Explained in
depth patient is not o bd retumed to (facllity) due
to uncontrollable moodsgbehaviors. unsafe et
harmiful to others is a high risk..."; 10:51 p.m.
-...8poke (with) charge lhurse...explained
situation et could not actept pt back due to safety
rigk et possible harm to
 nurse stated...felt pt wag dumped on them et
there was no reason forjhim to be admitted to
(hospital #3)..."; and at 11:35 p.m., "Case Magr

| (manager)...(hospital #3) contacted SS...Stating...
(hospital #3) is not a Mental Institution. 8S
informed her (facility) cain not accept...back due
to safety risk...will fax info directly to her in a.m.
on 12117.." i

Medical record review (flospital #3) revealed the
resident was recelved aj the hospital ER
(Emergency Room) at 4:50 p.m., on December
16, 2010, and was discljarged to the care of the
son on December 17, 2010, at 11:17 p.m.
Medical record review of the ER triage report
dated December 16, 200, revealed, "No med list
sent to ER." ,

Telephone Interview onl anuary 21, 2011, at 8:10
a.m., with the Compliaripe Officer at hospital #3
confirmed the resident was transferred to the ER
on Decemnber 16, 2010) and no transfer
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Continued From page 7|
information, including a ﬂst of the resident's
medications were provided to the hospital.
Continued Interview withthe Compliance Officer
confirmed the hospital dér:l not receive any written
information on the residént until the facility faxed
information to the hospithl on the morning of
December 17, 2010. l“

Interview with the facilityls Social Worker on
February 8, 2011, at 10:90 am., In the Social
Worker's office confirmef the resident was
transferred to the ER of hospital #3 "around 4:30
or 5:00 p.m.," on Decemnber 16, 2010, and
confirmed written transfir information including a
list of the resident's medications was not provided
to the hospital until the fipllowing morning on
December 17, 2010.

‘Interview with the Directpr of Nursing (DON) on
February 8, 2011, at 10§12 a.m., in the Social
Worker's office confirmeld a Change in Condition
form, History and Physisal, and medication list
was placed in an envel
hospital when residents|

confirmed the Change if Condition form, History
and Physical and medidgtion list had not been
provided to the hospital [#3) at the time resident
#9 was transferred on Decernber 16, 2010,

C/O #27253
483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDEITS

A resident who Is unablié to carry out activities of
daily living receives the necessary services to

maintain good nutrition,|jgrooming, and personal
and oral hygiene.
|
|

ID PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 281
!
F 312
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4o be bedbound...Chronic Decubitus Ulcers...local

| Medical record review

This REQUIREMENT is/not met as evidenced

interview, the facility faildd to ensure repositioning
and incontinence care wias provided for one (#19)
of twenty-two residents feviewed.

i

The findings included:

Resident #19 was admitied to the facility on
December 17, 2010, with diaghoses of Persistent
Vegetative State, Deep Yein Thrombosis,
Contractures, Tracheosfomy, Traumatic Brain
injury, Quadriplegia, Chijonic Decubiti (Pressure
Ulcers) and Urinary Tradt Infaction. Medical
record review of the hospital Discharge Summary
dated December 17, 2010, revealed, "...continues

n

care, turn every 2 hoursi..

the MDS dated February
4, 2011, revealed the resident was in a Persistent
Vegetative State; was tétally dependent on staff
for all activities of daily living; had a feeding tube;
and had one Stage 1 arld three Stage 4 Pressure
Ulcers. :

Medical record review df the resident's care plan
dated February 4, 2011 revealed, "...Turn and
reposition while in bed ffequently for comfort and
pressure reduction...Prdvide incontinence care
after each incontinent episode..."

Observation on Februady 22, 2011, at 10:20 a.m.,
revealed RN #3 and Celftified Nursing Assistant
(CNA) #3 positioned the resident on the right
side. Observation revehled a Pressure Ulcer on

Based on medical record raview, observation and

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EAGH DEFICIENCY MUST|BE PRECEDED BY FULL PREFIX CH CORREGTIVE ACTION SHOULD BE -+l
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENGED TO THE APPROPRIATE
DEFICIENCY)
F 312 | Continued From page 8| paip IR s - 2 ,
HOW WILL CORRECTIVE ACTION ] 23 1"

BE ACCOMPLISHED FOR THOSE
RESIDENTS FOUND TO HAVE
BEEN AFFECTED BY THE
DEFICIENCT PRACTICE?

Resident #19 was provided incontinent
care and was repositioned once identified.

Resident has a care plan for incremental
turning and repositioning due to the
cranial issues and his limitations of
turning secondary to Traumatic brain
injury.

HOW WILL THE FACILITY
IDENTIFY OTHER RESIDENTS
HAVING THE POTENTIAL TO BE
AFFECTED BY THE SAME
DEFICTENT PRACTICE?

Residents who are dependent for
repositioning and who are incontinent are
at risk for this practice,
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i éééﬁ&’%%“éﬁ'E%%‘é‘%‘?iﬁ'f&?ﬁé‘?ﬁ?&kﬁﬁ?&h PRERX | CAGSOREFERENCED TOTHE APPROPRIATE |  OVE
II —_ DEFIGIENCY)
1 ~ "WHAT MEASURES WILL BE PUT |
F 312} Continued From page 9 F312!  INTO PLACE OR SYSTEMIC :
one on the left buttock. Continued observation THAT THE DEFICIENT PRACTICE
revealed the resident had been incontinent of a WILL NOT RECUR? '|
amall to moderate amouht, of dark stool.
Interview with RN #3, atithe time of the e i
observation confirmed tle resident was in need of E;’ r'zgfgge};fs :::i:i?::gttlic::?iesﬁlg
incontinence care. incontinent needs as well as
. ! . turning/tepositioning needs and will be
Interview on February 22, 2011, at 11:10 a.m., at ; : .
{16 nurses' station, with (SNA #1 revealed GNA #1 Updared daily PRy the -t Mandgers: *
"came on duty at 6:00 aim.", and relieved the . - .
moh ot ONA ONA # repere, 1o R R
assigned to (resident) tdday...just come over to di Iy » r—
help out..." Continued ifiterview with CNA #1 regarcing nc;_m g’mce St EnILAIITInE
revealed the resident wds positioned on the side ;T{f‘zfg’r‘;‘;?c ?{;;&e:;‘:t‘::;;ii‘:f using |
at 6:00 a.m., when CNA(#1 took report from the Eh : |
night shift CNA and co%rmed CNA #1 had not - ; ; s
{ turned or repositioned the resident or checked the Unit Mangers will randomly audit the
resident for incontinencé since coming on duty at kardex of 5 residents weekly times 4 i
6:00 a.m. (five hours). i weeks then monthly times 3 months then
as needed to determine if the kardex list !
Interview on February 22, 2011, at 11:15 a.m., at }fhﬂf’"m":;"@rce 1};"-&5 am; t;;]minhg needs |
the nurses' station with CNA #2, who was or dependent resiaents and that the .
assigned to the resident, confirmed CNA #2 came turning and incontinent care is provided.
on duty at 7:00 a.m., and had not turned,
repns%;oned or checked the resldent for A weekly review of the Kardex system
incontinence from 7:00 &.m., until 11:00 a.m. - Will be made by the DON to determine if -
CIO #27531, #27223 - __the kardex is in place for all residents.
F 314 | 483.25(c) TREATMENTISVCS TO F314|  HOW WILL THE FACILITY 3 jzsh,
ss=p | PREVENT/HEAL PRESSURE 30ORES MONITOR ITS CORRECTIVE
f ACTIONS TO ENSURE THAT THE
Based on the comprehensive assessment of a DEFICIENT PRACTICE WILL NOT
resident, the facllity mudt ensure that a resident RECUR?
who enters the facility without pressure sores
does not develop pressiire sores unless the Results of the random audits of the Unit
individual's ¢linical condition demonstrates that managers and the DON will be presented
they were unavoidable; and a resident having to the QAA committee for 4 months. If
pressure soras receives necessary treatment and issues are identified then modifications to
services to promote hedling, prevent infection and the plan of correction will be made.
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prevent new sores fromideveloping. HOW WILL CORRECTIVE ACTION 3{'@ ][ f
. BE ACCOMPLISHED FOR THOSE
This REQUIREMENT id not met as evidenced RESIDENTS FOUND TO BAVE
by: BEEN AFFECTED BY THE

Based on medical recorll review, faility policy DEFICIENCT PRACTICE?

review and interview, thé facility failed to complete
Pressure Ulcer risk asséssments and/or waekly
wound assessments forjone resident with a

Resident £10 is not longer at the facility
and no further actions can be taken for

Pressure Ulcer (#10) and failed to complete a him.
| dressing change as ordired by the physician and . o .
' to provide timely repositloning and incontinence Resident #19 received incontiment care
| care for one (#19) with iPressure Ulcers of and incremental re-positioning once
twenty-two residents rens“iewed_ identified
The findings included: ! HOW WILL THE FACILITY
[DENTIFY OTHER RESIDENTS
|'Resident #10 was admil ed to the facility on HAVING THE POTENTIAL TO BE
‘QOctober 19, 2010, with dliagnoses including AFFECTED BY THE SAME
Cancer of the Base of the Throat, Malnutrition, DEFICIENT PRACTICE?
Anxiety, Hemiparesis (paralysis on one side), l
Tracheostomy and Histtl:ry of Cerebrovascular Residents who are at rigk for skin
Accident (Stroke). Medlcal record review of the breakdown and dependent for
Minimum Data Set (MDBS) dated January 5, 2011, repositioning are at isk.
revealed the resident had no.discernible
consciousness and was totally dependent on staff WHAT MEASURES WILL BE PUT
for all activities of daily lving. JNTO PLACE OR SYSTEMIC
' CHANGES MADE TO ENSURE
Medical record review of the nursing admission THAT THE DEFICIENT PRACTICE
assesement dated Octaber 19, 2010, revealed a WILL NOT RECUR?

Stage 2 wound on the l@ft sacral area, "...0.03 cm
(centimeter) X (by) 0.03 circular opening..." and a
Stage 1 on the coceyx 'i ith Duoderm cover.”

" The fac_:htg has developed a Resident
Care Specialist Kardex system assignment
sheet listing the Incontinence and

Medical record review df the care plan dated R ies et o el SRR
October 26, 2010, revehled the resident had a be updated M-F by the Unit Managers.
Pressure Ulcer and revéaled, "...Measure and o
stage wound weekly using the pressure ulcer

healing assessment forn..."
FORM CMS-2567(02-90) Pravious Verslons onadl ota Event 1D:CY0311 Facllity ID; TND103 If continuation sheet Page 11 of 28
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- Stage of the wound hadjnot been assessed.

Medical record review ¢f the "Braden Scale-For
Predicting Pressure Sork Risk" assessment
dated QOctober 19, 2010| revealad the resident
was at risk for the develppment of Pressure
Ulcers. Medical record review revealed the
resident's risk of developing a Pressure Ulcer was
not assessed again unti] November 24, 2010.

Medical record review df the weekly Pressure
Ulcer records dated November 29, 2010, ,
revealed the resident hdd a Stage 2 wound to the
left heel which measured 2.3 cm X 1.8 cm.
Continued review of thelweekly skin assessments
dated December 15, 22/or 28, 2010, revealed the

the weekly Pressure
: tember 5, 2010, revealed
the resident had a Stagé 3 wound on the
"buttocks, coceyx, sacriim” which measured 8.1
cm X 12,5 cm. Continugd review of the weekly
skin assessments dated December 13 or 22,
2010, revealed the Stage of the wound had not
been assessed,

Medical record review of the weekly Pressures
Ulcer records dated Degember 3, 2010, revealed
on the resident had a Sfage 3 wound on the left
foot which measured 1.0 cm X 1.1 cm.

Continued review of thejweekly skin assessments
dated December 15, 22jor 28, 2010 revealed the
Stage of the wound hadinot been assessed.

Medical record review of the weekly Pressure
Ulcer records dated Dedember 9, 2010, revealed
the resident had an unstageable wound on the
right heel which measurizd 5.0 cm X 3 cm.
Continued review of thelweekly skin assessments

F 314

The Resident care Specialist were in-
serviced by the SDC on 3/11/11
regarding Incontinence care and
turning/repositioning needs as well as the
kardex system.

The Unit Managers will randomly audit
the kardex of 5 residents weekly times 4
weeks then monthly times 3 months to
determine if it listing includes
incontinence and turning needs of the
residents. |

The DON will review the kardex weekly
times 4 weeks then monthly times 3
months for 5 random residents and :
compare it to the tesident o determine it I
the care listed matches the care delivery.

HOW WILL THE FACILITY
MONITOR ITS CORRECTIVE
ACTIONS TO ENSURE THAT THE
DEFICIENT PRACTICE WILL NOT
RECUR? '
: :
Results of the audits will be presented to |
the monthly QAA committee for 4
months. If issues are identified then
mod_iﬂcations will be made and audits will
continue,
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dated December 15, 22 ar 28, 2010, revealed the
Stage of the wound had ot been assessed.

Review of the facility's pc
management revealed, ".
residents are assessed fibr skin integrity by
completing a head to toe|physical assessment of
skin condition and compléting the “Braden
Scale-For Predicting Pre$sure Sore Risk"...2.
Following admission, the%?raden Scale...will be

icy for skin
1. Upon admission, all

completed weekly for 3 aiiditional weeks (for a
total of 4 weeks including admission)...5. In
addition, the following forins are completed and
placed with the resident's Treatment Record: a.
Pressure Ulcer; Weekly Pressure Ulcer
Record...18. Pressure Ulkers are measured and
staged weekly in accorddnce with the Practice
liGuidelines..." !

Medical record review and interview on February
9, 2011, at 4:35 p.m., with the Registered Nurse
(RN) #1/Treatment Nursé confirmed the facility's
policy for assessment of the resident's risk for the
development of & Pressure Ulcer had not been
followed, and the residerit's risk of developing a
Pressure Ulcer had not teen assessed weekly for
a total of four weeks aftel admission.

Medical record review arid interview on February
9, 2011, at 4:35 p.m. withh) RN #1/Treatment
Nurse confirmed the facility’s policy for assessing
the stage of Pressure Ulters weekly had not been
followed, and the stage df the wounds on the left
foot was not assessed oh December 15, 22, and
28, 2010; the stage of thiz wound on the buttocks
had not been assessed dn December 13 or 22,
2010; the stage of the wiund on the left heel had
not been assessed on Décember 15, 22 or 28,
2010; and the stage of tile wound on the right

FORM CMS-2567(02-89) Previous Versions Obsoldto Event ID; GY0311 Fagllity ID: TND103 If continuation sheat Page 13 of 28
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heel had not been assedsed on December 15,
22, or 28, 2010, '

| Resident #19 was admitied to the facility on

| December 17, 2010, wit diagnoses of Persistent
Vegetative State, Deep Vsin Thrombosis,
Contractures, Tracheostdmy, Traumatic Brain
Injury, Quadriplegia, Chrdnic Decubiti (Pressure
Ulcers) and Urinary Traci Infection. Medical
record review of the hosgital Discharge Summary
dated Decemnber 17, 2010, revealed, "...continues
to be bedbound...Chronic] Decubitus Ulcers.. local
care, turn every 2 hours..J"

Medical record review of $he MDS dated February
4, 2011, revealed the resident was in a Persistent
Vegetative State; was totdlly dependent on staff
ifor all activities of daily living; had a feeding tube;
and had one Stage 1 andithree Stage 4 Pressure
Ulcers. Continued review of the MDS revealed
Pressure Ulcer treatments included a
pressure-reducing device|for the bed, a
turning/repositioning progjam, nutrition
intervention, and treatmerit of the Pressure Ulcers
with dressings and applicétion of
ointments/medications. |

| Medical record review of the Braden Scale-For

| Predicting Pressure Sore Risk assessment dated
Decemnber 24, 2010, Janubry 13 and February 4, |
2011, revealed the residest was at high risk for
the development of Pressiire Ulcers.

Medical record review of & physician's order
dated February 8, 2011, revealed, "...Tx

! (Treatment) to R (right) hig: Cleanse w/we (with
wound cleanser), blot dry. |Apply Santyl to wound
bed and skin prep to periwpund area. Apply

activated hydrofera biue td wound bed. Cover w/
l |
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bordered gauze. (Change) daily. Monitor
| periwound area q (every) shift for s/s

| (signs/symptoms) of infeiition, Monitor dsg
(dressing) placement q ghift."

Medical record review of|a physician's order

dated February 8, 2011, flevealed, "Tx to L (left)
hip: Cleanse wiwe. Applt hydrocolloid dsg,
(change) q 3 days & PRM (as needed). Monitor
periwound area q shift for) s/s (signs/symptoms) of |
infection, Monitor dsg plagement q shift.”

Medical record review of & physician's order
dated February 8, 2011, fevealed, "...Tx to
coceyx: Cleanse wiwe, blbt dry. Apply
hydrocolloid dsg. (Changle) q 3 days & PRN.
Monitor periwound area ¢ shift for s/s of infection,
"Monitor dsg placement q $hift."

Medical record review of nhe resident's care plan
dated February 4, 2011, revealed the Pressure
Ulcers were related to "...8ensory
perception...Moisture/incantinen...Decreased
activity...Impaired mobilityl... Friction and shear
problem..." Continued review of the care plan
revealed the interventions to address the
Pressure Uleers included”...Turn and reposition
while in bed frequently foricomfort and pressure
reduction...Provide incontmence care after each
incontinent episode...Measure and stage wound
weekly using the pressuré ulcer healing
assessment form...Pressire ulcer treatment as
ordered..." !

Review of the facility's policy for skin
management revealed, ". [the following forms are
completed and placed with the resident's
Treatment Record: a. Pregsure Ulcer: Weekly

FORM CMS-2567{02-99) Pravious Verslons Obsolate Evant ID; CY)211 Facliity ID; TNO103 If continuation sheet Page 15 of 28
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| measured and staged we

| change had not been doT on February 21, 2011,
| |

! Assistant (CNA) #3 positibned the resident on the
‘right side. Qbservation

Pressure Ulcer Record..g}’ressure ulcers are
ekly in accordance with

1

the Practice Guidelines..,
Observation and interview on February 22, 2011,
at 10:20 a.m., with the Registered Nurse (RN) #3
revealed the resident was slightly positioned on
the right side, and a bordered gauze dressing
was in place on the right hip and dated February
20, 2011, Interview at the time of the observation
with RN #3 confirmed the|dressing on the right
hip was dated Fehruaryd , 2011, and a dressing

Continued observation on February 22, 2011, at
10:20 a.m,, revealed RN #3 and Certified Nursing

aled a Pressure Ulcer
on the right lower buttock| one on the coceyx and
one on the left buttock. Continued observation
revealed the resident had|been incontinent of a
small fo moderate amount of dark stool.

Interview with RN #3, at thie time of the
observation, confirmed thé: resident was in need
of incontinence care.

Observation on February 22, 2011, at 10:29 a.m.,
with the Director of Nursirg (DON) revealed the
DON measured the Pressiire Ulcers as follows:
coceyx-4.0 cm x (by) 1.0 dm x 0.1; left
buttocks-7.0 em x 3.0 emlk 0.1 em; and right
buttocks-4.0 cm x 1.2 cm & 0.1 cm.

Interview on February 22,2011, at 11:10 a.m., at
the nurses' station, with CNA #1 revealed CNA #1
"came on duty" at 6:00 a.im., and relieved the
night shift CNA. CNA #1 teported, "...not
assigned to (resident) toddy.. just come over to

help out..." Continued intdrview with CNA #1
J
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SUMMARY STATEMENT OF DEFICIENCIES

‘reatment” earlier in the mMjoming (February 22,
2011). Continued interview with LPN #3

b

revealed the resident was positioned on the side
at 6:00 a.m., when CNA #1 took report from the

night shift CNA and confitmed CNA #1 had not |
tumned or repositioned thié resident or checked the |
resident for incontinence|

Interview on February 22 2011, at 11:15 a.m., at
the nurses' station with CNA #2, who was
assigned to the resident, lconfirmed CNA #2 had
not turned or repositioned the resident from 7:00
a.m., until 11:00 a.m., angl confirmed the resident
had not been checked fof incontinence.

Interview on February 22/ 2011, at 2:15 p.m., with
Licensed Practical Nursel|(LPN) #3 revealed LPN
#3 had "straightened" thejresident's shoulders
“enough to give the meds|and a breathing

confirmed LPN #3, "did nit do a full turn" and did
not perform incontinence lbare or any grooming or
hygiene for the resident.

Medical record review and interview with the
Director of Nursing on February 22, 2011, at 1:47
p.m., in the office revealeq weekly pressure ulcer
assessments for the wourlds on the left buttock, |
the right hip and the right buttock had been
completed. Continued intigrview with the DON
confirmed the facility had ho evidence the weekly
pressure ulcer assessmeits had been completed
for the wound on the cocdyx and the right buttock
and confirmed the facility's policy for weekly
assessment of pressure ulcers had not been
followed.

Telephene interview on Fabruary 24, 2011, at
1:47 p.m., with the DON rivealed the DON had
reviewed the medical recdrd and interviewed

i

|
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staff, and the DON furthir confirmed no evidence
weekly pressure ulcer agsessments had been
completed for the woun is on the coceyx and the
right buttock. !
C/O #27271, #27297, #27531 e
F 323 483.25(h) FREE OF ACGIDENT F 323 —mvméﬁ—" i e 3 !
. s8=E | HAZARDS/SUPERVISION/DEVICES 31
| HOW WILL CORRECTIVE ACTION
The facility must ensure that the resident BE ACCOMPLISHED FOR THOSE |
environment remains as jree of accident hazards RESIDENTS FOUND TO HAVE :
as is possible; and each fesident receives BEEN AFFECTED BY THE |
:;E:chuna;t:c?ggntr;siun any assistance devices to DEFICTENCT PRACTICE? !
1aenis,
Resident #7- the shower room grout has
| been repaired and no leaking water is
| observed at this time. This resident is no
: longer at the facility and no further actions
‘;’;is REQUIREMENT is hot met as evidenced cangbe taken. . )
Based on medical record review, ohservation and Resident #10 is no longer at the facility
interview, the facility failetf to ensure the d Hiitie
environment was free of Aceident hazards for one and ne futher actions can be taken.
(#7) and failed to ensure safety devices were in Resident #13 had a fall risk assessment
rpée;p; fot‘rs t!r.:sg! (#‘LU, #13,[#14) of twenty-two completed on 3/14/11 by the DON with |
aen 1EVeRd. interventions that include pressure pad to |
g ) bed and chair, non skid socks, fall mats to
The findings included. left side of bed. Care plan and Kardex
Resident #7 was admitted to the facility G match the devices listed and are in place.
October 27, 2010, with ditgnoses including o . |
Septic Left Sacroiliac Joirt, Right Retroperitoneal Res’df“.tjm ;’fl'i], a fﬁ" :]:Sk a“gessm“t
and Paraspinal Abscess, Anxiety, History of eompleted onz II}:{ y the DON.
Cirrhosis secondary to Hepatitis C, Chronic Low I"tdmm'fm"; meihas: e pad to bed
Back Pain, Hypertensian, [Hypothyroidism, 2l “g‘a'r and the care Plan and Kardex
Anemia, and Frequent Urinary Tract Infections. matches the devices currently in place.
Medical record review of the Minimum Data Set
(MDS) dated October 27, 2010, revealed the
resident had no impairmeft of decision-making
Evant ID: CY0311 Facility 1D; TNO103 if continuation sheet Page 18 of 28
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skills; required limited assistance with bed HOW WILL THE FACILITY
mohllity, transfers, and afnbulation; and had no IDENTIFY OTHER RESIDENTS
history of falls in the two {o six months prior to HAVING THE POTENTIAL TO BE
admission to the facility. [Medical record review AFFECTED BY THE SAME
revealed the resident was discharged home with DEFICIENT PRACTICE?
home health on Decembér 1, 2010.
| ; The Unit Managers and DON completed a
Medical record review of the "Fall Rigk” wallk through of the facility to identify
assessment dated Octabir 27, 2010, revealed current safety devices the residents are
the resident was not at rigk for falls. utilizing.
Medical record review of @ nurse's note dated | The identified safety devices were
November 17, 2010, revéaled, "Resident _ compared to the care Plan and Katdex to
states...was transferring in bathroom & (and) fell ' determine if each matches the Plan of
dft (due to) water in floor.| Spill cleaned up. Care,
Maintenance notified. Resident did not ask for
assistance...getting up @ (at) time of fall..." WHAT MEASURES WILL BE PUT
| INTO PLACE OR SYSTEMIC
‘Medical record review of the facllity's investigation CHANGES MADE TO ENSURE
of the fall on November 1?’, 2010, revealed, THAT THE DEFICIENT PRACTICE
"...Resident slipped on water in floor. Area was WILL NOT RECUR?
cleaned & Maintenance was notified..."” R P s G e
Continued review revealel the resident did not Nursing Admin (DON and Unit
require medical treatment|after the fall. MEngers) wasinzeetviced onfall
{ prevention program on 3/18/11by the
Observation and intervievt on February 15, 2011, . Admin and SDC. This included
from 11:00 a.m.<11:15 a.rp., with the Maintenance investigations to determine if the safety
Director in the central bath and in the room devices were alarming at the time of fall,
{where resident #7 resider), which adjoined the
central bath, revealed theitile in the central bath
had been replaced, and tfe grout around the tile
had eroded leaving a "tiny| crack" between the
wall of the central bath and the bathroom wall of
the resident's room. Continued interview with the
| Maintenance Director conjirmed a small amount
of water would leak into tHe resident's bathroom
near the toilet when showiers were given in the
 central bath. Continued dpservation and
interview with the Maintenance Director confirmed

|
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different colored groutjhad been applied to Licensed Nurses were in-serviced on fall |
three walls of the central bath including the wall prevention program on 3/11/11by the |
which adjoined the resident's room, SDC that included investigation of events|
for placement of the safety devices was in'|
Interview on February 15, 2011, at 2:25 p.m., with place and alarms sounding if a falls |
the Assistant Director of [Nursing(ADON)/Falls oceurs,
Coordinator confirmed "o doubt" the resident's
fall on November 17, 2011, was because of water An electronic kardex assignment sheet
in the bathroom floor, anif the leak had been was developed for the Resident Care
repaired by the Mainten#nce Direstor. Specialist to utilize delivering care. The
Kardex system was in-serviced to the |
Resident #10 was readmiitted to the facility on RC's by the SDC, The Kardex will be
October 19, 2010, with diagnoses including updated M-F by the Unit Managers and if |
Throat Cancer, Osteoartiiritis, Ostaoporosis, needed on Sat-Sun by the clinical
Hemiparesis, Anxlety, Hypertension, History of supervisor.
CVA and Tracheostomy.| Medical record review
of the facility History and|Physical dated October DON or Unit Managers will randomly
20, 2010, revealed the resident was alert and audit 3 residents on each hall requiring
oriented. Medical record|review of the MDS safety devices cach week times 4 weeks
dated N_O\!EmbEI‘ 24. 201 f revealed the resident then lnonth]y times 3 months to determine
had no impairment of dedision-making skills and if the safety devices are in place and
had no falls in the six months prior to admission | functioning correctly.
to the facility. Medical reford review revealed the
resldent expired in the fa ility on January 8, 2011, HOW WILL THE FACILITY
_ _ l _ MONITOR ITS CORRECTIVE
Medical record review of the "Fall Risk" ACTIONS TO ENSURE THAT THE |
assessments dated October 19 and November % DEFICIENT PRACTICE WILL NOT |
24, 2010, and January 5, 2011, revealed the RECUR? |
resident was at high risk for falls. |
_ _ , Results of the random audits willbe |
Medical record review revealed the resident was presented to the monthly QAA committee;|
observed sitting on the fldor beside the bed on : for 4 months. 1fidentified issues are -
October 24 and Decembdr 6, 201 0, with no noted then modifications to this plan of
apparent injury. Review of the facility's correction will be made.
investigation of the fall retlealed a pressure pad
' alarm and a "clip alarm" viere put in place.
Medical record review of & nurse's note dated
December 14, 2010, at 4:00 a.m., revealed the
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resident was observed on the floor beside the bed
with ", (Left) side of head bleeding...abrasion
on L side of head..." Meglical record review
revealed no documentation the pressure pad and
¢lip alarm were in place and operating at the time
of the fall. Medical recorfd review of the facility's
investigation revealed "bplsters" were placed on
the bed after the fall.

Medical record review of|a post fall review dated
December 14, 2010, at 700 p.m., revealed,
"...Resident observed lyifhg on floor next to bed."
Review of the facility's inwrestigation of the fall on
December 14, 2010, revhaled no documentation
the pressure pad and clig alarm were in place and
operating at the time of the fall.

‘Interview on February 1&‘J 2011, at 10:50 a.m., in
ithe office with the ADONIFalls Coordinator
confirmed the resident héd been assessed at
high risk for falls, and the| resident had fallen on
October 24, December 8jand two separate times
on December 14, 2010. Continued interview with
the ADON/Falls Coordinator confirmed a
pressure pad alarm, a clip alarm and bolsters had
been put in place to redule the risks of the
resident falling. Continued interview with the
ADON/Falls Coordinater fonfirmed the facility's
palicy for investigation ofifalls included making a
determination of whetherlinterventions, which had
been put in place, were i} place at the fime of
fall. Continued interview With the ADON/Falls
Coordinator confirmed thé facility had no
knowledge if the pad and|clip alarms were in
place at the time of the two falls on December 14,
2010. Continued interviely with the ADON/Falls
Coordinator confirmed the bolsters, which were
put in place after the fall 4t 4:00 a.m., on

December 14, 2010, "had not been put on tight
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enough and one had mdved...had therapy

1

instruct...on application &f bolsters..."

Resident #13 was admified to the facility on
August 27, 2010, with dibgnoses including
Hypertension, Anemia, ﬁnd-Stage Renal Disease
with Hemodlalysis and Djiabetes, Medical record
review of the MDS dated December 20, 2010,
revealed the resident hayi short and long-term
memory problems and nmjoderately impaired
decision-making skills; required extensive
assistance with bed mobjility and transfers; had an
unsteady balance when fnoving from a seated to
standing position, moving on and off the toilet and
with transfers between tje bed and chair; and
had no history of falls in the six months prior to
admission to the facility. |

| Medical record review ofi"Fall Risk" assessments
dated August 27 and Dettember 20, 2010, and
January 4, 2011, reveale}l the resident was at
high risk for falls.

Medical record review offa "IDT" (Interdisciplinary
Team) nurse's note datett November 10, 2010,
revealed, “fall on 11/2/10|@ 5:40 p.m. in room...
(no) injury noted, Resident stated...had to go to
bathroom & forgot to useicall light. Intervention is
clip alarm & education ofjresident..."

Medical record review of!la nurse's note dated ;
December 25, 2010, revaaled, "...sitting In floor '
beside bed. (No) injuriesnoted...” Review of the
facility's investigation of the fall revealed no
evidence the clip alarm wias in place at the time of
the fall. Continued revita\“r of the investigation
revealed non-skid socks i\vere placed on the
resident. :

|
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| Interview on February 15, 2011, at 2:28 p.m., in

«confirmed a clip alarm was put in placs after the

Medical record review of a nurse's note dated
January 4, 2011, revealed, "Res. sitting in floor @
bedside.,.trying to go to bathroom and slid out.
(No) injuries noted..." Medical record review of a
nurse's noted dated Janbary 6, 2011, revealed,
"...Res noted to be sitting in floor. (No) injuries
noted..." Review of the facility's investigation of
the falls on January 4 and 6, 2011, revealed no
evidence the clip alarm dr non-skid socks were in
place at the time of the fAlls. :
Observation on Februan} 14, 2011, at 9:50 a.m.,
and February 15, 2011, at 10:05 a.m., and 2:10
p.m., revealed the resldent lying in bed with a
pressure pad alarm in pliice.

I

the office, with the ADON/Falls Coordinator

resldent fell on November 2, 2010. Continued
interview with the ADONIFalls Coordinator
confirmed the ADON/Falis Coordinator observed
the clip alarm was not in|blace at the time of the
fall on December 25, 2010; confirmed the facility
had no knowledge if the Jﬁlip alarm was in place at
the time of the falls on Jahuary 4 and 6, 2011:
and confirmed non-skid gocks were not in place
at the time of the fall on January 8, 2011,

Resident #14 was admittid to the facility on May
27, 2010, with diagnoses|including Dementia,
Gastrointestinal Reflux Dlsease and Fractured
Hip with Left Hemi-Arthrdplasty. Medical record
review of the MDS dated|December 7, 2010,
revealed the resident had no impairment of
decision-making skills; retjuired extensive
assistance with bed mobigly, transfers and
ambulation; was unsteady when moving from a

seated to a standing position, ambulating, moving
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on and off the tollet and {ransferring between the
bed and chair; was incoitinent of bowel and
bladder; and had a histoty of falls in the prior one
to six months prior to adinission.

|

Medical record review of the fall risk assessments .
dated May 27, June 3, September 7, and ‘
December 7, 2010, revealed the resident was at
high risk for falls.

Review of a "Change of|[Condition" dated
December 12, 2010, reviealed, "...Heard clip
alarm. Found resident in floor sitting up beside
bed...no injuries noted..[! Review of the facility's
"Interdisciplinary Post Fall Review’ dated
December 12, 2010, reviealed, "...Had slid
|.off...bed...will apply bolsiers as long as air
mattress in use...Intervention .
Recommendations:...clih alarm..." !

Medical record review of a nurse's note dated
December 17, 2010, revealed, "Found resident in
floor sitting beside bed. |No injury noted..."

Medical record review ¢f the facllity’s investigation
of the fall dated December 17, 2010, revealed the
resident reported "trying| to get up."

Observation on Februafy 14, 2011, at 9:00 a.m.,
revealed the resident lythg in bed with a clip alarm
in place. '

Observation on Februaty 14, 2011, at 9:10 a.m,,

revealed the resident lylng in bed with a clip alarm
in place. i
|
Observation on Februaty 15, 2011, at 9:20 a.m.,
revealed the resident lying in bed on the left side.
Observation revealed tile base of the clip alarm

J
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was secured on the heaiboard, but the clip was
not visible. g!
Observation and interviéw on February 15, 2011,
at 9:25 a.m., with Licensged Practical Nurse (LPN)
#1 revealed LPN #1 raispd the resident's pillow,
and the clip had been rémoved from the cord.
Interview with LPN #1 cénfirmed the clip alarm
was not attached to the rsldent
Qbservation on Februar: 15, 2011, at 2:15 p.m,,
revealed the resident wés sitting in a chair at the |
bedside with the base of the clip alarm secured |
on the back of the chairand the clip alarm
attached to the resident’s shirt.
Observation on February 16, 2011, at 12:568 p.m., |
revealed the resident sitting in a chair at the
bedside with the base of the alarm secured to the
back of the chair and thé cord and clip was
dangling down the side bf the chair and was not i =3V -
attached to the resident! .
, 4 HOW WILL CORRECTIVE ACTION | 3 fz%{ i
Observation and interviéw on February 16, 2011, BE ACCOMPLISHED FOR THOSE
at 1:23 p.m., with Regislered Nurse #2/Staff RESIDENTS FOUND TO HAVE
Development Coordina*rtr confirmed the clip BEEN AFFECTED BY THE
alarm was not attached o the resident. 'DE CIENCT PRACTICE?
CIO #26871. #27171, #27223, #27271, #27297 FICTENCT R
F 514 483.75(1)(1) RES F 514 Resident #6 had a skin assessment
58=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB completed on 3/2/11 by the Licensed
LE Nurse. The assessment identified no new
; N — gkin issues, Orders are in place that .
The facillty must maintain clinical records on each includes signatures i ndicaEling the '
resident In accordance with accepted professional treatment is being provided for the right
standards and practicej that are complete; lower trérnity skii 16340
accumtely documented) readily accessible; and
systematically organized Resident #10 is no longer in the facility
The clinical record musi! contain sufficient i‘:‘i o furttve eotlons can be: suade for
FORM CMS-2567(02-86) Pravious Versions Obsdfote Event 1D: CY0311 Facilfty ID: TNO103 I continustion sheat Page 26 of 28




DEPARTMENT OF HEALTH AN[ HUMAN SERVICES
CENTERS FOR MEDICARE & MIEDICAID SERVICES

PRINTED: 03/04/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | (X) HROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
" A. BUILDING -
. 445303 S 03/03/2011
NAME OF PROVIDER OR SUPPLIER ;- STREET ADDRESS, CITY, STATE, ZIP GODE
? 3362 ANDERSONVILLE HIGHWAY
NORRIS HEALTH AND REHAB'LITJ:\TION CENTER ANDERSONVILLE, TN 37705
SUMMARY STATEMEAIT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
Puf(:E}l—!:Dx (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE Cﬂmﬂﬂﬂ
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY)
F 514 | Continued From page 2{% Fs4l—
information to identify thib resident; a record of the HOW WILL THE F‘;(];IL'TE}’NTS
resident's assessments;|the plan of care and IDENTTFY OTHER SmL 2 .
services provided; the résults of any HAVING THE POTENTIA ]
preadmission screening|conducted by the State; AFFECTED BY THE SAME
DEFICIENT PRACTICE?

and progress notes.

This REQUIREMENT i¢
by: -
Based on medical recoril review and interview,

the facility failed to ensute the medical record was
complete for two (#6, #10) of twenty-two residents
reviewed.

not met as evidenced

The findings included:

Resident #6 was admitted to the facility on March
14, 2008, with diagnosel; including Severe
Dementia, Alzheimer's Disease, Hypertension,
Seizure Disorder and P ripheral Vascular
Disorder. Medical reconyl review of the Miniraum
Data Set dated October {28, 2010, revealed the
resident had short and [Hng-term memory
problemns and severely iimpaired decision-making
skills and was totally dependent an staff for all
activities and daily living

Medical record review of the "Non-Pressure Skin
Condition Report" dated|January 20, 2011,
revealed, "...R {right) hin...lesion...1.0
(centimeters)...area drigd, scabbed...crusty

and a description of dral

Medical record reveiw of a physician's order

Licensed Nurses were in-serviced on
wound care documentation expectations
by the Don and SDC including A) weekly
skin checks with documentation
describing the wound. B) Treatment
orders for all identified areas that includes
the cleaning agent, wound treatment, and
cover dressing (if appropriate).

WHAT MEASURES WILL BE PUT
INTO PLACE OR SYSTEMIC
CHANGES MADE TO ENSURE
THAT THE DEFICIENT PRACTICE °
WILL NOT RECUR? '

A weekly skin audit of 5 random residents,
will be conducted by the DON and Unit

Managers times 4 weeks then monthly for
3 months to validate if the docutmentation |
matches the carc being provided. The |
audits will also validate if the signatures |
are being documented on the TAR's [
indicating the treatment is being provided.|
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R lower ext (extremity) (with) NS (normal saline),
pat dry, apply dry dsg (change) QD & (and) prn
(as needed).”

Medical record review of/the "Head to Toe Skin
Checks" dated January 26, 2011, revealed the
documentation did not identify the resident.

Medical record review of the Treatment Record
dated January 20-31, 20111, revealed no
documentation wound céire was provided on
Janaury 21, 22, 24, 25, 28, 29, 30, 31, 2011.

Observation on February 7, 2011, at 10:35 a.m.,
revealed the resident wals positioned in a reclined
| geri chair with a gauze tandage on the right Jower

leg.

Telephone interview on February 28, 2011, at
2:15 p.m., with Licensed Practical Nurse (LPN )
#4 confirmed LPN #4 had reviewed the
“Non-Pressure Skin Cordition Report” dated
January 20, 2011, and confirmed LPN #4
performed the assessment, and the
documentation did not ificlude the name of the
resident; a description of the characteristics of the
wound or wound bed; aid a description of

drainage.

Telephone interview onlFebruary 28, 2011, at
2:25 p.m., with LPN #5 fonfirmed LPN #5 had
reviewed the "Head to Toe Skin Checks" dated
January 26, 2011; had performed the
assessment: and the skin check did not dentify
the resident. !

Telephone interview on|February 28, 2011, at
3:25 p.m., with the Direfrtor of Nursing

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EAGH DEFICIENCY MUST|BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIOR SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
: DEFICIENCY)
FEPH Somtinus From pege < bald HOW WILL THE FACILITY
dated January 20, 2011 jrevealed, "Clean area to MONITOR ITS CORRECTIVE

ACTIONS 10O ENSURE THAT THE
DEFICIENT PRACTICE WILL NOT
RECUR?

Results of the random audits will be
presented to the QAA committee monthly
times 4 months. If identified issues are
noted then modifications will be made to.
this plan of correction,
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(DON)confirmed the DON had reviewed the
Treatment Record dated| January 20-31, 2011,
and there was no documentation wound care had
been provided on Januaty 21, 22, 24, 25, 28, 29,
30, 31, 2011. -
Resident #10 was admitled to the facility on
October 19, 2010, with diagnoses including
Cancer of the Base of thia Throat, Malnutrition,
Anxiety, Hemiparesis (paralysis on one side),
Tracheostomy and Histary of Cerebrovascular
Accident (Stroke). Medital record review of the
Minimum Data Set dated October 29, 2010,
revealed the resident had moderately impaired
decision-making skills. ;

Medical record review of the nursing admission
assessment dated October 19, 2010, revealed a
Stage 2 wound on the left sacral area, "...0.03
‘{centimeter) X (by) 0.03fcircular opening..." and a
Stage 1 on the coceyx "ivith Duoderm cover.”
Continued review of theu:lurslng admission
assessment dated October 19, 2010, revealed
the assessment had nof|been signed or dated by
the nurse.

Medical record review ahd interview an February
g, 2011, at 4:03 p.m., with the Director of Nursing
in the Social Worker's affice confirmed the initial
nursing assessment daied October 19, 2010, had
not been signed or datetl by the nurse.

CIO #26879, #27271, #27297, #27531

i
|
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